Background {#Sec1}
==========

Although new infections of human immunodeficiency virus (HIV) show a descending trend in recent years, the number of people living with HIV has been rising year by year. More than 16 million (95 % CI: 14.8 million, 17.4 million) female adults had been infected with HIV by the end of 2012 \[[@CR1]\]. There is a risk for mother-to-child transmission of HIV. Among HIV infected women who took the highly active antiretroviral therapy (HAART), studies reported that the mother-to-child transmission (MTCT) rate ranged from 1 to 5 % \[[@CR2]\], and it was around 10 % among women who did not \[[@CR3], [@CR4]\]. There is also a possibility that maternal HIV infection has severe impacts on pregnancy outcomes. It has been reported that HIV infected women are more likely to encounter adverse pregnancy outcomes, such as low birth weight (LBW) and preterm delivery (PTD) \[[@CR5]\]. And it is suggested that LBW and PTD are important risk factors for post-neonatal mortality and morbidity and other adverse events including neurodevelopmental problems \[[@CR6], [@CR7]\].

Studies have provided inconsistent results for the association between maternal HIV infection and LBW/PTD. Some studies suggested that maternal HIV infection could increase the risk of LBW and PTD \[[@CR8]--[@CR10]\], but others reported no significant association between them \[[@CR11]--[@CR13]\]. Brocklehurst et al. \[[@CR5]\] summarized the study results published between 1983 and 1996. They found the association of maternal HIV infection with adverse pregnancy outcomes such as LBW and PTD, but failed to assess the effect of antiretroviral drugs on it. There have been many new studies on the association between maternal HIV infection and adverse pregnancy outcomes reported in the past 20 years. For this reason, we conducted a meta-analysis to provide an update on the relationship between maternal HIV infection and LBW/PTD. In addition, there has been a rapid progress of medication and heath care for HIV infected women, and we assessed the influence of such a progress on the relationship.

Methods {#Sec2}
=======

Search strategy {#Sec3}
---------------

We searched English databases (EMBASE, MEDLINE via PubMed and Web of Science) and Chinese databases (China National Knowledge Infrastructure, Wan Fang database, Sino Med and VIP) up to May 31, 2015 for studies reporting infant outcomes among women exposed and unexposed to HIV infection during pregnancy. Articles were searched using the following search terms: "maternal HIV infection" "HIV infected mothers/HIV infected pregnant women" combined with "pregnant outcomes/birth outcomes" "low birth weight (LBW)" "prematurity/preterm birth/preterm delivery (PTD)". Only cohort studies were included.

Study selection {#Sec4}
---------------

The relevant articles were manually selected based on the following criteria: (1) Types of studies: Prospective or retrospective cohort studies; unsystematic observations (case series or case reports) were excluded from all analyses. Because cohort studies demonstrate strong intensity compared with other observational studies in terms of causality. (2) Types of participants: Women with HIV infection during pregnancy. (3) Types of comparators: Women with no HIV infection during pregnancy. (4) Types of pregnancy outcomes: LBW (defined as birth weight \<2500 g) and PTD (defined as gestational age \<37 weeks). (5) All the articles reported or allowed the calculation of odd ratios (OR) with corresponding 95 % confidence intervals (95 % CIs). In order to standardize the results, all measures of effect were expressed as OR and 95 % CIs. (6) Published in English or Chinese, and full text was available. When the same cohort population was used in several papers, only the most recent ones were included in the current analysis, i.e., the same study data were only used once in the study.

Assessment of study quality and data extraction {#Sec5}
-----------------------------------------------

We adapted the Newcastle-Ottawa Scale suggested by Zeng et al. \[[@CR14]\] to measure study quality. Scores were awarded for each criterion met, and the maximum score was 9. Studies were graded high quality if the score was no less than 7 and low quality if the score was under 7. Abstracts and conference papers were graded 0 for quality and were included in the low quality category for sensitivity analyses.

Two researchers selected literature in accordance with the inclusion and exclusion criteria, and extracted data after independent verification. The following information was extracted from each study: subject of the literature, the author, year of publication,location of the study population, number of women in the two groups, odds ratio and its 95 % CIs for LBW and PTD associated with maternal HIV infection, exposure to maternal use of antiretroviral drugs before or during pregnancy.

Statistical analysis {#Sec6}
--------------------

Stata12.0 software was used to analyze the data. For both LBW and PTD, if no significant heterogeneity for their associations with maternal HIV exposure among the studies included was found (*P* \> 0.1, *I*^*2*^ \< 50 %), a fixed effect model was used to calculate ORs and their 95 % CIs. Otherwise,a random effects model was used. The sensitivity of data was analyzed by using the method which reduced the biggest weight of literature. Funnel plot and the Egger's linear regression method were used to assess publication bias.

No ethics statement to declare.

Results {#Sec7}
=======

Articles included in the Meta-analysis and study select process {#Sec8}
---------------------------------------------------------------

A total of 1148 articles were identified. After removing duplicate publications and based on our inclusion and exclusion criteria, 52 articles were included in our analysis (Table [1](#Tab1){ref-type="table"}, Fig. [1](#Fig1){ref-type="fig"}) and of them, 43 were related to LBW and 40 were related to PTD. They were all published in English. More than 60 % of the articles were conducted in Africa (*n* = 24) and America (*n* = 11), and 8 were from Europe (*n* = 2) and Asia (*n* = 6).Table 1Characteristics of the included studiesFirst author, publication yearStudy yearDesign typeStudy locationLow birth weightPreterm deliveryQ^a^ConfoundingExposure to ARVs^\*^Number of infected womenRateORNumber of infected womenRateORHira et al., 1989 \[[@CR30]\]1987ProspectiveZambia2279.73.752276.61.375NoNoLallemant et al., 1989 \[[@CR31]\]1987--1988ProspectiveCongo6426.03.223NoNoSelwyn et al., 1989 \[[@CR32]\]1989ProspectiveUSA2532.01.010NoNoBraddick et al., 1990 \[[@CR33]\]1986--1989RetrospectiveMalawi1679.03.0016516.01.507NoNoSemprini et al., 1990 \[[@CR34]\]1985-ProspectiveItaly7415.00.425NoNoHalsey et al., 1990 \[[@CR35]\]1976--1985ProspectiveHaiti19918.61.781996.93.350NoNoLepage et al., 1991 \[[@CR36]\]1988--1989ProspectiveRwanda21817.21.409NoNoMayers et al., 1991 \[[@CR37]\]1985--1989ProspectiveUSA3336.01.766NoNoAlger et al., 1993 \[[@CR38]\]1987--1991ProspectiveUSA10127.71.050NoNoSt Louis et al., 1993 \[[@CR39]\]1989--1990ProspectiveCongo32420.41.310NoNotBulterys et al., 1994 \[[@CR40]\]1989--1992ProspectiveRwanda2747.81.7929728.01.509NoNoTemmerman et al., 1994 \[[@CR8]\]1989--1991ProspectiveKenya28519.61.4031524.11.909NoNoTaha et al., 1995 \[[@CR41]\]before 1995ProspectiveMalawi66320.12.557NoNot statedKumar et al., 1995 \[[@CR42]\]1992--1993ProspectiveIndia15021.62.1215022.03.299NoNot statedMauri et al., 1995 \[[@CR43]\]1986--1992ProspectiveItaly3816.01.917NoNot statedBloland et al., 1995 \[[@CR44]\]1987--1990ProspectiveMalawi9217.41.76856.51.519NoNoMarkson et al., 1996 \[[@CR45]\]1989--1990ProspectiveUSA77229.02.047YesNot statedBucceri et al., 1997 \[[@CR11]\]1985--1993ProspectiveItaly15332.01.2015121.00.903NoNot statedCastetbon et al., 1999 \[[@CR46]\]1992--1993ProspectiveRwanda17718.62.2417721.52.039Yes, LBW: aOR = 1.21(0.58--2.56)Not statedColey et al., 2001 \[[@CR12]\]1995--1997ProspectiveTanzania43315.21.2542027.11.117Yes, aOR =1.21 and 1.11for LBW and PTDNot statedEllis et al., 2002 \[[@CR9]\]1988--1995RetrospectiveUSA52429.42.1152428.91.837Yes, aOR:LBW:1.45(1.14--1.86)PTD:1.32(1.04--1.70)Not statedTicconi et al., 2003 \[[@CR47]\]2000--2001ProspectiveZimbabwe824.368253.73.337Yes, LBW: aOR = 3.16(1.80--5.54); PTD: aOR = 4.10(2.17--7.75)Not statedFriis et al., 2004 \[[@CR48]\]1996--1997RetrospectiveZimbabwe36014.71.7436021.11.469Not mentionedNot statedvan Eijk et al., 2004 \[[@CR49]\]1996--2000RetrospectiveKenya6414.81.816418.11.166NoNot statedBoer et al., 2007 \[[@CR50]\]1997--2003RetrospectiveHolland14217.01.7214318.02.244YesYesSchulte et al., 2007 \[[@CR10]\]1989--2004 \[[@CR10]\]RetrospectiveUSA174426.01.45161427.01.779Yes, aOR = 1.34 for LBW and aOR = 1.65 for PTDYesHaeri et al., 2008 \[[@CR51]\]before 2008RetrospectiveUSA15130.03.0415118.01.630Yes (spontaneous PTD aOR = 2.27 (1.2--4.3))YesMitgitti et al., 2008 \[[@CR52]\]1997--2002RetrospectiveThailand26612.01.782478.51.237Yes, LBW aOR = 1.98(1.26--3.10)Not statedHabib et al., 2008 \[[@CR53]\]1999--2006RetrospectiveTanzania43410.41.255YesYes, partlyEzeaka et al., 2009 \[[@CR54]\]2002--2005ProspectiveNigeria22016.83.477NoNot statedUneke et al., 2009 \[[@CR55]\]2006ProspectiveNigeria325.03.160NoNot statedMusana et al., 2009 \[[@CR56]\]2004--2005ProspectiveKenya6856.02.8068732.203NoNot statedOlagbuji et al., 2010 \[[@CR57]\]2007--2008ProspectiveNigeria20318.25.4320312.81.989NoYesPattinson et al., 2010 \[[@CR58]\]2006--2008RetrospectiveSouth Africa301419.81.470NoYes, partlyPatil et al., 2011 \[[@CR13]\]2002--2003ProspectiveIndia21231.10.7721213.71.137NoYes, partlyAsavapiriyanont et al., 2011 \[[@CR59]\]2004--2008ProspectiveUSA42012.60.940Not mentionedYes, partlyNdirangu et al., 2012 \[[@CR60]\]2001--2004ProspectiveSouth Africa11899.81.48118921.81.399Yes, aOR for PTD = 1.07NoLopez et al., 2012 \[[@CR61]\]1986--2010RetrospectiveSpain51919.72.609Yes, aOR = 2.5(1.9--3.5)Yes, partlyChen et al., 2012 \[[@CR62]\]2009--2011RetrospectiveBotswana950423.71.504Yes, aOR = 1.3(1.3--1.4)YesNkhoma et al., 2012 \[[@CR63]\]2005--2006ProspectiveMalawi4526.72.324Yes, aOR = 3.08(1.40--6.79)YesMuhangi et al., 2013 \[[@CR29]\]2003--2005ProspectiveUganda12110.01.803NoYes, only 5Ezechi et al., 2013 \[[@CR64]\]2004--2011ProspectiveNigeria21589.43.01210513.12.109Yes, aOR = 2.95(1.95--3.10); 2.05(1.3--3.1)YesDuan et al., 2014 \[[@CR65]\]2010--2013RetrospectiveChina30014.76.2730010.31.813NoYesHe et al., 2013 \[[@CR66]\]2007--2009RetrospectiveChina583.40.65585.21.537YesWang et al., 2009 \[[@CR67]\]2007--2008RetrospectiveChina3514.33.553NoYesHan et al., 2004 \[[@CR68]\]1997--1999Case controlTanzania3718.94.433716.23.683NoNot statedDong et al., 2001 \[[@CR69]\]1995--1999Case controlTanzania8616.32.408614.03.083NoNot statedMacdonald et al., 2015 \[[@CR70]\]2002--2003, 2010--2011RetrospectiveCanada61512.51.9061514.61.767YesYesSalihu et al., 2013 \[[@CR71]\]1998--2007ProspectiveUSA46341.7346341.359YesNot statedBoyajian et al., 2012 \[[@CR72]\]2003--2010RetrospectiveCanada9120.22.919115.61.707YesYesBrown et al., 2012 \[[@CR73]\]2000--2008RetrospectiveUSA7143.74.237140.92.836NoYesDa Costa et al., 2013 \[[@CR74]\]1995--2005ProspectiveBrazil71315.01.576Yes, aOR 1.26(0.90--1.770Not stated*CI* confidence interval, *LBW* low birth weight; *OR* odds ratio, *aOR* adjusted odds ratio, *PTD* preterm delivery^a^quality score of articles calculated by Newcastle-Ottawa Scale; ARVs\* antiretroviral drugs exposure before or during pregnancyFig. 1Flow chart of study selection process

The prevalence of infants born before 37 weeks' gestation ranged from 5.2 to 73.0 % in HIV infected women and 2.2 to 32 % in HIV uninfected women. The prevalence of LBW among HIV infected women ranged from 3.4 to 56.0 % and 2.5 to 36.9 % in HIV uninfected women. Odds ratios for the association of HIV exposure ranged from 0.65 to 6.27 with LBW and ranged from 0.42 to 3.68 with PTD.

Impact of maternal HIV infection on LBW and PTD {#Sec9}
-----------------------------------------------

There was significant heterogeneity among studies for maternal HIV infection associated with LBW/PTD (I^2^ = 71.7 %, *P* \< 0.05, and I^2^ = 51.8 %, *P* \< 0.05 for LBW and PTD, respectively) suggesting that the summary measures need to be interpreted with caution. Pooled ORs for LBW and PTD from random effect models were presented in Figs. [2](#Fig2){ref-type="fig"} and [3](#Fig3){ref-type="fig"}, respectively. The summary OR was 1.73 (95 % CI: 1.64, 1.82, *P* \< 0.001) for LBW and 1.56 (95 % CI: 1.49, 1.63) for PTD, indicating that HIV infected women had approximately 2-fold risk to deliver low birth weight or preterm babies compared with uninfected ones.Fig. 2Forest plot of odds ratio for low birth weight. Pooled OR = 1.73, 95 % CI: 1.64, 1.82; Heterogeneity chi-squared = 148.65 (d.f. = 42), *p* = 0.000, I-squared (variation in ES attributable to heterogeneity) = 71.7 %; Test of ES = 1: z = 20.06, *p* = 0.000Fig. 3Forest plot of odds ratio for preterm delivery. Pooled OR = 1.56, 95 % CI: 1.49, 1.63; Heterogeneity chi-squared = 80.95 (d.f. = 39), *p* = 0.000, I-squared (variation in ES attributable to heterogeneity) = 51.8 %; Test of ES = 1: z = 19.79, *p* = 0.000

Test for publication bias {#Sec10}
-------------------------

Begg's and Egger's Tests suggested that there were significant publication biases among the 43 studies of LBW (Begg's Test: z = 2.15, *P* = 0.03; Egger's Test: *t* = 3.53, *P* = 0.001) (Additional file [1](#MOESM1){ref-type="media"}). After adjusted by using the Trim and Filling method, the pooled OR was 1.77 (95 % CI: 1.57, 2.00), which was near to the original OR (1.73, 95 % CI: 1.64, 1.82). No significant publication bias was detected for the 40 articles of PTD (Begg's Test: z = 0.79, P = 0.43; Egger's Test: t = 1.69, *P* = 0.10) (Additional file [2](#MOESM2){ref-type="media"}).

Sensitivity analysis {#Sec11}
--------------------

After removing the article that counted the biggest weight, there was no significant change of the results. The pooled ORs were 1.98 (95 % CI: 1.76, 2.23) for LBW and 1.62 (95 % CI: 1.49, 1.77) for PTD, respectively. After stratified by location of study population, the significant associations between maternal HIV infection and LBW or PTD were still found in the studies from Africa, America and Asia, except those from Europe. Studies from Africa (OR = 2.18, 95 % CI: 1.84, 2.59), America (OR = 1.80, 95 % CI: 1.49, 2.19) and Asia (OR = 1.99, 95 %CI: 1.05, 3.74) showed significant pooled ORs for LBW, and for PTD the corresponding pooled ORs were 1.56 (95 % CI: 1.40, 1.75), 1.69 (95 % CI: 1.53, 1.88) and 1.60 (95 % CI: 1.10, 2.35), respectively. These associations were all significant in the two groups of developing and developed countries. No significant difference in the relationship was detected across study periods and their pooled ORs were all statistically significant for both LBW and PTD. But studies during 2005--2015 were at slightly higher risk for both LBW and PTD compared with the other two groups (Table [2](#Tab2){ref-type="table"}).Table 2Results of subgroup analysisFactorsGroupsLow birth weightPreterm deliveryNo. of studiesOR (95 % CI)*PI*^*2*^ (%)No. of studiesOR (95 % CI)*PI* ^*2*^Design typeProspective271.93(1.64, 2.28)\<0.00175.8231.60(1.39, 1.84)\<0.00159.8Retrospective162.05(1.72, 2.45)\<0.00162.2171.67(1.49, 1.86)\<0.00139.5Study periodBefore 1995151.90(1.61, 2.25)\<0.00154.4151.59(1.31, 1.93)\<0.00141.21995--2004141.72(1.42, 2.08)\<0.00163.1151.55(1.34, 1.80)\<0.00166.12005--2015142.52(1.90, 3.33)\<0.00183.7101.79(1.55, 2.06)\<0.00137.9Study locationAfrica242.18(1.84, 2.59)\<0.00173.5191.56(1.40, 1.75)\<0.00152.6America111.80(1.49, 2.19)\<0.00173.1111.69(1.53, 1.88)\<0.0016.2Europe21.34(0.90, 2.00)^a,^0.15051.40(0.73, 2.68)^a^0.3280.4Asia61.99(1.05, 3.74)0.0377.351.60(1.10, 2.35)0.0227.3Country economicDeveloping312.12(1.81, 2.48)\<0.00172.5261.60(1.44, 1.76)\<0.00148.9Developed121.75(1.44, 2.12)\<0.00171.9141.67(1.41, 1.98)\<0.00152.5ARVs exposureNo101.75(1.42, 2.17)\<0.00151.791.54(1.23, 1.92)\<0.00144.5Not stated172.07(1.78, 2.42)\<0.00151.2171.55(1.32, 1.82)\<0.00156.2Yes162.04(1.61, 2.57)\<0.00182.1141.77(1.55, 2.02)\<0.00152.4Overall431.98(1.76, 2.23)\<0.00171.7401.62(1.49, 1.77)\<0.00151.8*No* number, *CI* confidence interval, *ARVs* antiretroviral drugs, *OR* odds ratio^a^No significant difference/no statistical significance (*P* \> 0.05)

We also conducted a subgroup analysis based on the information of antiretroviral drugs (ARVs) usage. ARVs usage before or during pregnancy did not decrease the risks of both LBW and PTD. Women who took ARVs were at similar risk of delivering low birth weight infants (OR = 2.04, 95 % CI: 1.61, 2.57) compared with those did not (OR = 1.75, 95 % CI: 1.42, 2.17). For PTD, the pooled ORs were 1.77 (95 CI: 1.55, 2.02) for women who took drugs, 1.54 (95 % CI: 1.23, 1.92) for those who did not took drug and 1.55 (95 % CI: 1.32, 1.82) for those who provided no information about AVRs usage (Table [2](#Tab2){ref-type="table"}).

Discussion {#Sec12}
==========

It has been previously reported that compared with unexposed children, children who encountered intrauterine HIV exposure are more vulnerable to stunting, underweight and wasting, and their birth weight, height and head circumference are generally lower than their unexposed counterparts \[[@CR15]\]. However, it was controversial for the effect of maternal HIV infection on both LBW and PTD. Brocklehurst et al. \[[@CR5]\] reported that the increasing risks of LBW and PTD were associated with maternal HIV infection. And they found that women in developing countries had higher risks of both LBW and PTD than those in developed countries. Our study, which included a number of newer studies in the meta-analysis also indicated that maternal HIV infection increased the risks of both LBW and PTD. We found that these associations were not affected by different study periods or antiretroviral drugs usage. In addition, we did not find marked difference in these associations between developing and developed countries.

The HIV associated LBW and PTD might be related to the damaged human immune system, especially the reduced CD4+ T cells and immunosuppression. Previous studies documented that women with CD4 cell counts \<350 cells/mm^3^ had an increased risk of having LBW infants (RR = 1.57; 95 % CI: 1.16, 2.12) compared to women with higher CD4 cell counts \[[@CR16], [@CR17]\]. There is a possibility that women are immunocompromised during pregnancy \[[@CR18]\], and if accompanied with HIV infection, disease progress might be accelerated. Simultaneously, reproductive tract infections, which are contributed to the incidence of adverse pregnancy outcomes, would occur more frequently due to the immunosuppression \[[@CR19]\]. Some studies have reported that HIV-1 can replicate in the placenta \[[@CR20]\], and it has also been shown that HIV-1 infection may alter the cytokine profile in the placenta \[[@CR21], [@CR22]\]. This may affect the function of placenta during pregnancy, and then restrict the development of fetal, which might be another incentive of LBW and PTD.

After stratified by antiretroviral drugs use before or during pregnancy, we found that HAART or other regimens of antiretroviral therapy (ART) had no obvious effect on the associations between maternal HIV infection and LBW/PTD. It is suggested that intrauterine ARVs exposure did not decrease or increase the risk of LBW or PTD in HIV infected women. And this is consistent with the findings reported by van der Merwe et al. and Townsend et al. \[[@CR3], [@CR4]\]. However, Papp et al. \[[@CR23]\] suggested that Protease Inhibitor (PI)-based ART could increase the risk of adverse pregnancy outcomes mainly due to lower level of progesterone, which was significantly associated with fetal weight. Sibude et al. \[[@CR24]\] also found that ARVs and, particularly, with the initiation of ritonavir-boosted PI therapy during pregnancy were correlated with PTD in HIV infected women. Though we did not found such effect of ARVs on the association between maternal HIV infection and LBW/PTD, no details of information for AVRs and therapy regimens may contribute to this. We found that studies during 2005--2015 were at slightly higher risk for both LBW and PTD compared with the other two groups, it might be related with the increasing use of combination ART earlier in pregnancy, and more use of PI for ART in recent years. Kourtis et al. \[[@CR25]\] had found that use of PI in ART may increase the risk of PTD compared with ART without PI. And different initiation time of ART have different influences on the risk of PTD. Townsend et al. \[[@CR26]\] also indicated that HARRT was associated with PTD. We have ever tried to analyze the data by the information of ART regimens, initiation time, ARVs duration, etc., however, there were not enough information to support the analysis of the data after stratification, for the information of ART were not provided or not detailed described in all articles. Thus we could not know if there any influences of different ART regimens or different initiation time on the association between maternal HIV infection and LBW/PTD. On the other hand, ARVs might be responsible for adverse pregnancy outcomes such as LBW and PTD, but its high effectiveness in the prevention for mother to child transmission outweighed its risk of LBW/PTD suggested by Santini et al. \[[@CR27]\].

Maternal HIV infection was found to be related with both LBW and PTD in some places such as Africa and America. Moreover, no difference in the relationship was detected among the different study periods. This, to a certain degree, reflected the non-ideal treatment and health care development in reducing the risk of LBW and PTD for HIV infected women. So we look forward to finding new regimens or methods combined with other measurements like perinatal health care for pregnant women to decrease the risk of adverse pregnancy outcomes.

There are several limitations to note. Our meta-analysis dataset was not complete due to some restrictions of accessing to full texts. Another limitation is that we could not determine if maternal HIV infection had direct effects on LBW/PTD. We could not rule out the possibility that the association is secondary to HIV-associated deficiency, for example maternal nutrition deficiency, or other risk factors of adverse pregnancy, such as drug use, smoking, etc. And we could not get the association between maternal HIV infection and LBW/PTD after controlling for different clinical stages of HIV infection in this analysis because of the absence of such information. The relationship between maternal HIV infection and LBW/PTD is likely affected by the clinical stage of HIV infection. Study conducted by Coley et al. in Tanzania \[[@CR28]\] indicated that although HIV infected asymptomatic women did not have a higher risk of having LBW infants compared with uninfected women (OR = 1.25; 95 % CI: 0.88, 1.79), symptomatic HIV-infected women who were in Stage 2 or higher according to the WHO staging system had about 2-time higher risks for low birth weight (RR = 2.29; 95 % CI:1.34, 3.92) and prematurity (RR = 1.93; 95 % CI: 1.35, 2.77) compared with HIV-uninfected ones. This is consistent with the finding of Bucceri et al. \[[@CR11]\] and Muhangi et al. \[[@CR29]\]. Publication bias is always a concern for systematic reviews. Publication bias in this meta-analysis was analyzed by using funnel plot and the Begg's and Egger's test methods. Significant publication bias was detected among studies of LBW and proper adjustment was conducted. And we found the results of this analysis had good stability by sensitivity analysis.

Conclusions {#Sec13}
===========

In conclusion, the findings of this study indicated that maternal HIV infection was associated with increased risks of both low birth weight and preterm delivery. However, the associations were moderate. No difference in the relationships between maternal HIV infection and adverse pregnancy outcomes was detected among different study periods. ARVs were not found to decrease risks of either low birth weight or preterm delivery associated with maternal HIV exposure.
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Additional file 1:**Funnel plot of publication bias for low birth weight.** (TIFF 124 kb) Additional file 2:**Funnel plot of publication bias for preterm delivery.** (TIFF 127 kb)
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